Health literacy, 'the personal characteristics and social resources needed for individuals and communities to access, understand, appraise and use information and services to make decisions about health', is key to improving peoples' control over modifiable social determinants of health (SDH). This study listened to adult learners to understand their perspectives on gathering, understanding and using information for health. This qualitative project recruited participants from community skills courses to identify relevant 'health information' factors. Subsequently different learners put these together to develop a model of their 'Journey to health'. Twenty-seven participants were recruited; twenty from community health literacy courses and seven from an adult basic literacy and numeracy course. Participants described health as a 'journey' starting from an individual's family, ethnicity and culture. Basic (functional) health literacy skills were needed to gather and understand information. More complex interactive health literacy skills were needed to evaluate the importance and relevance of information in context, and make health decisions. Critical health literacy skills could be used to adapt negative external factors that might inhibit healthpromotion. Our model is an iterative linear one moving from ethnicity, community and culture, through lifestyle, to health, with learning revisited in the context of different sources of support. It builds on existing models by highlighting the importance of SDH in the translation of new health knowledge into healthy behaviours, and the importance of health literacy in enabling people to overcome barriers to health.
and health-promotion, views health literacy as an 'asset' that is an outcome of activities to increase capacity for health action (personal, social and environmental) (Nutbeam, 2008) . Studies have shown that lower health literacy skills bring a greater risk of long-term, life-limiting, health conditions (LTCs), more difficulty managing medications (Berkman et al., 2011) , and, in older people, earlier mortality (Bostock and Steptoe, 2012) . People with lower health literacy skills are likely to rate their health as lower (Berkman et al., 2011; HLS-EU Consortium 2012) , and to have more adverse lifestyle choices (HLS-EU Consortium 2012).
Within both paradigms, context is crucial. Within the clinical paradigm the absolute level of an individual's health literacy skills may be less important than the balance between the individual's skills and the health system demands and complexity (Baker, 2006; Parker, 2009) , whilst the wider context of citizen's lives require the development of community, educational and workplace infrastructures that facilitate and support access to health information (US Department of Health and Human Services, 2010) . Within the health-promotion paradigm, public health action requires an approach that acknowledges and addresses social and environmental influences on lifestyle choices (Nutbeam, 2000) .
Health literacy shows strong associations with education, poverty, employment (HLS- EU Consortium, 2012; Rowlands et al., 2015) , first language other than the national mother tongue and deprivation of the area of residence (Rowlands et al., 2015) . It can thus be considered a social determinant of health. Unlike other social determinants of health (SDH), however, health literacy may be open to change through interventions to improve communication (Berkman et al., 2011) or to develop skills in low literate people (The Tavistock Institute and Shared Intelligence, 2009 ).
Social determinants of health and health disparities
Health disparities are associated with gradients in social determinants such as income, education and marginalization or disadvantage of through race or gender (World Health Organisation, 2008) . In order to provide a theoretical basis for developing effective interventions, conceptual models have been developed; Brunner and Marmot described how social, economic and environmental structures could impact on health, through lifestyle and the physical and psychological results of stress (Brunner and Marmot, 1999) .
Study aim
This study aimed to learn from people who had attended health literacy or basic literacy and numeracy courses, about how they 'accessed, understood, appraised and used information and services to make decisions about health' within the context of their everyday lives.
What this study adds: developing a model of health literacy as a social determinant of health Our aim was to develop an evidence-based health literacy model that explored health literacy within the context of peoples' everyday lives, and to compare this with existing conceptual models. We developed the model using qualitative research methods to gather and analyse the views of people living in areas of socio-economic deprivation who had participated in community skills development programmes.
METHODS

Theoretical approach
This qualitative study aimed to capture the 'lived experience' of people with direct experience of managing their health, and their wider lives, within socio-economically deprived contexts, who had attended adult learning courses in health literacy or general literacy and numeracy. 'Lived experience' research is a phenomenological approach that studies the 'lifeworld' as it is experienced by different actors whose perspectives contribute to a more holistic understanding of the phenomenon under study (Van Manen, 1990) . In this case we hypothesized that people who had self-identified a need to attend adult basic skills classes would bring valid insights into how people 'access, understand, appraise and use information and services to make decisions about health' (World Health Organisation, 2015) and that these may differ from current theoretical/conceptual models.
Stage 1: Semi-structured interviews
Participant recruitment Semi-structured interviews were undertaken with people who had participated in an English adult health skills programme, Skilled for Health (SfH) (The Tavistock Institute and Shared Intelligence, 2009). SfH was a national programme jointly funded by the English Departments of Health (DH) and Innovation, Universities and Skills (DIUS). It engaged people with learning needs in order to improve their health literacy and basic skills. Learning groups were run in areas of social deprivation. Participants for this study were recruited from five completed SfH groups in four cities; Ealing (London), Leicester, Nottingham and Doncaster (two sites) variously involving English for Speakers of Other Languages (ESOL) learners, community care assistants, young mothers and a sheltered housing and community facility for older people. All sites were in the most deprived decile in England in 2010 as measured by the Index of multiple deprivation; a weighted measure of area deprivation (Department for Communities and Local Government (England) 2011).
Procedure
The study objectives were introduced by a SfH coordinator, and those who were interested gave their contact information to A.S. who arranged an interview at a convenient time and place. The interviews covered socio-demographic data (age, gender, ethnicity, preferred language), perceived health, lifestyle, experience of using health services, views on SDH (environment, social and economic determinants, religion, health service, literacy and numeracy as applied to health) and preferred sources of health information. Participants were asked how they felt social determinants might influence health and lifestyle; in particular how they might influence their ability to achieve and maintain good health. They were also asked for their views on any other influences on health. Finally, there was also some preliminary exploration of how these social determinants might interact. The interview topic guide is shown in Box 1. Interviews were tape-recorded and transcribed. Thematic analysis (Braun and Clarke, 2006) was undertaken by A.S. and emerging themes discussed and refined with G.R. and S.J.
Stage 2 : Focus groups
The second stage involved the same participants as in stage 1, and aimed to explore how the emerging factors 'fitted' with the experience of participants, and to identify any additional factors. Focus groups were held in places convenient to participants. A discussion guide and postcards were developed using the emerging themes, through group discussion and agreement on what should be written on each card. Participants were asked for their views on the themes identified; the facilitator (A.S.) then led discussions on how these related to their perceptions of health and well-being and how they might be inter-related. Social determinants were presented in simple language and using participants' words without giving any identifiable quotes from the previous stage. Focus group transcripts were thematically analysed to assess the 'fit' of the social determinants with participants' experiences, and to identify additional social determinants that had not emerged in the first stage of the study. As in stage 1, thematic analysis was undertaken by A.S. and emerging themes discussed and refined with G.R. and S.J.
Stage 3: Developing the model
This stage of the project presented the factors identified in the first two stages to a focus group of different community adult literacy and numeracy learners, i.e. learners on a general basic literacy language and numeracy course, who might bring different experiences and perspectives to the project. The group consisted of seven adults aged 25-60 years; two men and five women. The project aims and method were explained to the group, which was facilitated by two researchers (A.S. and S.J.). The themes that had emerged from the first two stages were presented on postcards. The learners then worked together to move the postcards around to amend the model into one that reflected their lives and experiences.
The research team then compared the model developed in this project with existing conceptual models of health literacy. 
RESULTS
Stages 1 and 2: Themes-health literacy and the wider SDH Fifty alumni of the community 'SfH' health literacy programme were approached, of whom 20 (40%) were recruited. The age range was 31-77 years. The gender and ethnicity characteristics of those recruited are shown in Table 1 . The themes fitted within two areas: health literacy and the wider SDH.
'Health literacy' themes
These involved acquiring and understanding knowledge for health, and evaluating this in the context of family history, ethnicity and culture.
Acquiring and understanding knowledge for health was seen as a core skill: without knowledge, people would be unable to make informed choices for personal health. For many participants, health professionals were essential.
I would much rather talk to the practice nurse, much rather . . . I do notice that they are very good, well trained nurses and I can understand every word they say. Group1 R20.
The importance of clarity and simple language was highlighted. Information about medication was particularly important. Participants described evaluating their health knowledge in the context of their family history, ethnicity and culture. Participants at higher risk of certain long-term conditions used their genetic and cultural background as a framework within which to view the usefulness of health information they had gathered, and/or as the basis for searching out specific information of relevance to them.
We are all with our West Indian diet . . . used to love the oil and the salt . . . but we are learning now to cut out the salt, . . . and not be frying Group1, R11
One participant also talked about assessing the treatments they had been given for their suitability within their ethnic group:
I don't think that, as I say, some medicines suit black people or Asian people and white people the same Group 2, R1.
'Wider SDH' themes
These themes reflect many factors in Brunner & Marmot's model (Brunner and Marmot, 1999) and are described in relation to this, reproduced in Figure 1 .
'Work' was seen as key. Income raised made it easier to follow health promoting behaviours, Again, those two, healthy eating and money, goes together. Like organic stuff . . . Costs more money, don't they Group 2 R1.
'Work' also linked with 'social structure' and 'psychological' factors.
At this moment this job satisfy me and, I think, because of good job, because of nice people, because of quite selfesteem, I feel much better. Group 1, R12 Sometimes, however, employment was seen as a risk to health, especially if the environment ('Material Factors') was unhealthy.
I looking for other job other work but I can't find . . . I think this one no good (for health) this one . . . you know there are too much dust there. Group 1 R1
'Psychological' factors were important. Some arose through work as described above, others through the direct effects of stress on health:
if you're worrying you can't sleep properly, you won't be eating properly that's going to affect your health. . . . Group1 R13 The age range of participants was 31-77 years.
In summary, the themes emerging from the data fell into 'health literacy' (acquiring, understand and evaluating knowledge for health) and 'wider SDH'. The latter themes fitted well with Brunner and Marmot's model of SDH and the pathways to health and illness. In the stage 2 focus groups, these themes were written onto postcards. These are shown in the 'Journey to health and well-being' model developed in stage 3 of the project.
Stage 3: Building the model from the social determinants identified
Participants worked together, facilitated by A.S., to produce the model, which is shown in Figure 2 .
The production of health was a journey. In this journey, genetic make-up and culture, including perceptions of risk of illness arising from family history and ethnicity, were starting points. Acquisition of health information occurred against this background. Information gathered was assessed for its relevance to people as individuals and as members of families and communities, and weighed against perception of personal risk.
Some people, maybe from the age of 40, they start to get something going wrong . . . you have to read your family history and understand it. Group 2, R6
Collecting health information was the next stage in the journey; decisions that would impact on health could not be made without accurate information. Basic literacy and numeracy skills were key.
Whatever information you want, you've got to read it . . . And you've got to understand it. Group 2 R1
For participants in the first two stages of this project, much information was gathered from health professionals. This valuable source of information was supported by the stage 3 participants I would talk to my doctors and then I would talk to my friends and family, and if I see anything in the newspaper or on the TV, but I would go and see my doctors and my nurse first. I think that's best for me. Group 2, R1.
However, in contrast to the participants in the first two stages of the project, the stage 3 group obtained much of their information from sources outside health services, particularly the media and the internet I use the internet all the time to find out . . . something I don't understand or I don't know what to do . . . so I use the internet a lot, and it's good. Group 2, R5.
Knowledge was evaluated, and a decision made about whether to alter health behaviour ('the way you live your life'). The participants felt that whether change was achieved would be influenced by many factors. External factors such as money and work were seen as key, although some talked about ways to overcome barriers, such as the expense of fruit and vegetables I suppose we could always sort of grow our own vegetables if we've got a garden or you can do it in some sort of pot or something . . . if you haven't got much money. Group 2 R3.
and overcoming the lack of exercise facilities And it doesn't have to be expensive, you can just, walking is the cheapest, you can do that. Group 2, R3.
The end of the journey was seen as health and well-being. This was seen as a positive attribute, fitting well with the WHO definition of health as 'a state of complete physical, mental and social well-being and not merely the absence of disease or infirmity' (World Health Organization, 1998).
I think out of everything, your health is the most important. . . .your health and your wellbeing, really, that should be underlined. Group 2 R3.
Comparison of the 'Journey to health' model with existing conceptual models of health literacy
The conceptual models of health literacy discussed are those described by Sørensen et al. in their review and integration of health literacy definitions and concepts (Sørensen et al., 2012) .
The model produced by our participants was iterative, with clear intermediate steps. The journey started with (i.e. the antecedents were) family history and ethnicity/culture. The steps on the 'journey' were 'collecting health information', and 'the way you live your life'. The key factors influencing progression through these steps were 'reading' and 'understanding' (equating to 'functional' health literacy skills in Nutbeam's model) (Nutbeam, 2008) . The step 'Collecting health information' was modulated by the 'health information environment', including information from the health service, friends and family, libraries and the media. Moving from 'health information' to 'the way you live your life' was modulated by some known SDH (work, money and social environment). 'The way you live your life' was seen as what determined 'health and well-being'.
There are several key differences between the model developed by our study participants and the theoretical health literacy models in the literature. A key difference was the simplicity of the model, being a step-wise process without complex interactions between key factors. A second key feature of our model was the starting point (or antecedant). Our participants were very clear that the starting points for the 'Journey to health' were 'Family health history' and 'Ethnicity/culture'. In contrast, most conceptual health literacy models start from the point of skills or competencies (Institute of Medicine, 2004; Lee et al., 2004; Speros, 2005; Zarcadoolas et al., 2005; Baker, 2006; Mancuso, 2008; Nutbeam, 2008; Von Wagner et al., 2009; Sørensen et al., 2012) , although some start with sociodemographic determinants (Paasche-Orlow and Wolf, 2007; Manganello, 2008) , or with social structures or systems (Kickbusch and Maag, 2008; Freedman et al., 2009) .
Another aspect was the role of social determinants in modulating the step between 'health information' and 'the way you live your life'. SDH are seen as key in many of the health literacy models (Institute of Medicine, 2004; Lee et al., 2004; Zarcadoolas et al., 2005; Paasche-Orlow and Wolf, 2007; Manganello, 2008; Nutbeam, 2008; Freedman et al., 2009; Von Wagner et al., 2009; Sørensen et al., 2012) ; where our model differs is in highlighting where these factors exert their effect; on the decisions people make on whether to move from 'health knowledge' to 'health action', i.e. lifestyle change.
The final way in which our model differs from others is in the end-point of the journey (the 'outcome'). Reflecting the focus of our project, the outcome was 'health'. Many of the theoretical health literacy models identify outcomes such as health knowledge (Baker, 2006; Mancuso, 2008) , health literacy capacities (Zarcadoolas et al., 2005; Mancuso, 2008) and health behaviours (Manganello, 2008; Freedman et al., 2009; Von Wagner et al., 2009 ); in our model these were steps on the 'Journey to health', and not the final destination.
DISCUSSION
Summary
This qualitative project enabled us to produce a model of health literacy arising directly from the lived experiences of adult learners. There are key factors in gathering, assessing and using information for health, and factors that influence the initiation and maintenance of behaviour change to achieve health and well-being. Our model is an iterative linear 'journey to health' starting from 'family history', 'ethnicity' and 'culture', with learning being reviewed in the context of social, community and work situations, and ending with 'health'. 'Reading' and 'understanding' (functional health literacy skills) and the health information environment influence gathering knowledge, whilst the social determinants 'money' and 'work', together with 'social activity' and the 'local community' influence the translation of knowledge into health behaviours.
It is interesting that 'self-blame' (i.e. participants blaming poor health on adverse lifestyle choices) did not come up in the data at any point. Previous studies have found society, the public and those suffering from long-term health conditions, often see individual responsibility in lifestyle choices as of key importance (Crawford, 1977; Richards et al., 2003) . It is interesting to speculate on why our participants did not talk about this. This may have been because they were not specifically asked-'fault' and 'blame' were not prompts in our topic guide, although of course participants were free to bring this up during the meetings. However another reason may have been that the focus of this project was positive (health-focused) and not negative (illness-focused); it is possible that framing discussions around positive outcomes may reduce 'victim blaming'.
Strengths
The study findings arose directly from the experiences of people self-identified as benefiting from skills courses. It gathered information from a heterogeneous range of participants with a variety of characteristics from several different socio-economically deprived areas within the UK. Participants were thus able to bring a range of experiences and perspectives to the topic under study.
Limitations
The sample size of 27 participants (20 in stage one and seven in stage 2), and the qualitative nature of the study, means that the findings will only reflect the experiences of those involved. Although our sample may not be considered representative of adults in the UK, our findings may be transferable to other groups in similar contexts or settings. It would be interesting to explore these issues with a people from different socioeconomic and literacy groups.
The statements that led to the identification of themes were taken at 'face-value'. Whilst A.S. explored the meanings of the themes to the participants, there was no further analysis; thus deeper or alternative meanings to the themes may have been missed.
Participants had self-identified as being able to benefit from skills courses. Given the association between low basic skills and low health literacy (Berkman et al., 2011; HLS-EU Consortium, 2012) , it can be hypothesized that participants also had low health literacy, but this cannot be verified, as health literacy levels were not measured. This was because, first, the focus of the project was to explore the interaction of SDH and health literacy, from the perspectives of people who had self-identified as being able to benefit from a basic skills course. Second, we felt that testing participants' health literacy levels could cause stress and embarrassment (Parikh et al., 1996) .
Implications for research and practice
Our evidence-based model of health literacy differs significantly from conceptual models, particularly in it's starting point of family health history, ethnicity and culture, it's iterative progression through knowledge to health and the points at which health literacy and wider SDH influence progression along the pathway.
It should be emphasised that this qualitative study is limited in scope and context; further research should explore the validity of this model in other groups and in other contexts.
Those participating in our study showed an understanding of not only how to access, understand and use information, but how to evaluate it in the light of their personal genetic risk and cultural and community settings. Health literacy courses that support the development of such skills, such as the SfH programme (The Tavistock Institute and Shared Intelligence, 2009), are thus most likely to equip learners with skills that can translate into better health.
The importance of the environment within which people 'collect health information' was highlighted. This includes health professionals and the health service, where health information must be clearly communicated; however it also includes the media, the internet, libraries and communities. Better engagement between the health service and media, and community resources could facilitate the collection of accurate and useful information for health.
A key finding from this study is our participants' views on how SDH and health interact. They described how factors such as work and income influenced 'the way you live your life', but also how knowledge and skills (i.e. critical health literacy skills) could be used to mitigate adverse social determinants. Health literacy is a social determinant of health amenable to change through interventions (The Tavistock Institute and Shared Intelligence, 2009; Berkman et al., 2011 ). This new model may help in designing health literacy interventions that start from 'where people are' and incorporate the health promoting and health inhibiting influences of individuals' social, community and work settings. It may also help in identifying additional measures to capture change such as engagement with social networks, and critical health literacy skills to identify and overcome barriers that come with adverse SDH. As a result, we hope, citizens will not only know more about how to become and stay healthy, but have capacities and social networks to translate that knowledge into better health.
